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150 N. Riverside Plaza, Suite 3000, Chicago, iL 60606-1598 - 312.819.1900

: Anne M. Cooper
March 2, 2018 (312) 873-3606

(312) 276-4317 Direct Fax
acocper@polsinelli.com

Via Personal Delivery

RECEIVED

Ms. Kathryn J. Olson

Chair

Illinois Health Facilities and Services Review MAR 02 2018
Board HEALTH FACIUITIES

525 West Jefferson Street, 2™ Floor smmmmmﬁm

Springfield, Illinois 62761

Re: DaVita Auburn Park Dialysis (Proj. No. 17-62)
Dear Ms. Olson:

. We represent the applicants for the above-referenced project, DaVita Inc. and Sappington
Dialysis, LLC (collectively, “DaVita”) and this letter is written on their behalf. Its purpose is to
further demonstrate the need for the DaVita Auburn Park Dialysis clinic project which will be
located on the far Southwest side of Chicago straddling the Auburn Gresham and Ashburn
community areas. There is a need for 49 dialysis stations in the proposed project’s planning
area. The proposed Auburn Park Dialysis clinic will be located in a federally designated Health
Resources & Scrvice Administration health professional service arca and a medically
underserved area. It will, therefore, improve health care access in a substantive way effectively
providing kidney patients with a medical home within their immediate community. It is an
optimal location to place twelve of the additional stations that are needed to meet the growing
demands for this service as the burden of ESRD continues to increase.

We are providing additional information regarding the communities that will be served
by this proposed clinic and the associated demographic and health care trends in that community.
Related to its health care shortage designations, Auburn Gresham and Ashbum are economically
disadvantaged communities with a significant population of two ethnic groups, African-
American and Hispanic individuals, who are more susceptible to acquiring kidney disease. Lack
of health care access and education, poverty and higher susceptibility to kidney disease has
created health inequities in these communities. Health inequities are differences in population
health status and health conditions arising from social and economic incqualities. In these
communities, there is higher incidence of kidney failure. The proposed Auburn Park Dialysis
clinic will expand access to much needed hemodialysis services in the City of Chicago on the
Southwest side.

Health inequities are systemic, patterned, and actionable. These differences arise from
socio-economic status, race/ethnicity, age and sex/gender.
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s Socioeconomic indicators such as education attainment, income and race/ethnicity
that drive health inequities are present in these communities

e Dialysis use rates continue to increase in the City of Chicago (HSA 6), resulting
in a need for 66 stations by 2020, the year this clinic will open.*

L Auburn-Gresham/Ashburn Demographic Data

As a general matter studies have found socioeconomic status greatly affects a person’s
health status. Advocate Christ Medical Center is a key provider of hospital services for the
Auburn-Gresham and Ashbumn areas. In its most recent Community Health Needs Assessment
2014-2016 (“Communitg Health Assessment”), Advocate specifically addressed the impact of
poverty on health status.’ To understand the disparity of income and other socioeconomic factors
in its service area, the Community Health Assessment examined how the SocioNeeds index
varied across zip codes. The SocioNeeds Index is a measure of socioeconomic needs correlated
to poor health outcomes.’ Importantly, the proposed Aubum Park Dialysis clinic patient
catchment area (sometimes referred to as the “PSA™) includes three of the four zip codes
identified in the Community Health Assessment as having the highest SocioNeeds index: Auburn
Gresham (60620), Chicago Lawn (60629) and West Englewood (60636). As shown in the map
on the following page, the proposed the Auburn Park Dialysis clinic will be centrally located to
the communities with the highest SocioNeeds Index ranking.

! The current calculated need is 49 stations in HSA 6, however, the cited figure takes into account a more current

and higher use rate.
2 aAdvocate Christ Medical Center conducted & community health assessment targeting its defined community,

which includes approximately 947,915 individuals within 27 zip codes in Chicago and Suburban Cook County.
3 The index combines multiple sociceconomic indicators into & single composite value that can be compared across

zip codes.
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Advocate Christ Medical Center, Community Health Needs Assessment: 2014 — 2016 13 (Dec. 2016)
available at  https://www.advocatehealth.com/assets/documents/chna/christ-chna-rpt-final. pdf (last
visited Feb. 27, 2018). :

As noted in the Community Health Assessment, “[s]ocial and structural determinants
of health such as poverty, unequal access to healthcare, lack of education, structural
racism, and environmental conditions are underlying root causes of health inequities.”
The correlation between education and health status may be duc to higher income associated
with higher education attainment which obviously improves access to health care resources. As
noted in the Auburn Park Dialysis CON application, individuals who lack access to health care
due to income and/or insurance status are frequently not diagnosed with kidney disease until the
later stages when it is often too late to stop or slow the disease progression. See Application p76.

4 Advocate Christ Medical Center, Community Health Needs Assessment: 2014 — 2016, 38 (Dec. 2016) available
at https:/lwww.advocatehealth.comfassetsfdocuments!chna/christ-chna—rpt-ﬁnal.pdf (last visited Feb. 27, 2018).
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A, Education Attainment

As shown in Table 1, a majority of the residents of the PSA have not finished high
school. The percentage of City of Chicago residents with a bachelor’s degree or higher {as well

as statewide) is over twice that of the residents of the PSA.
_ Tablel1
Education Attainment In the Patlent Service Area Compared to Chicago/State
PSA % Chicago % State %
No High School diploma 47,044 201% | 308,770| 16.9% | 1,008,608 11.7%
High School Graduaté (includes equivalency) 74,278 | 31.8% ] 420,593 23.0% | 2,287,126 26.5%
Some College, no degree 56,976 24.4% | 328,071 17.9% | 1,815,860 21.1%
Associate's Degree 16,532 7.1% 104,276 57% ¢t 671,821 7.8%
Bachelor's Degree 23,760 [ 10.2% | 399,364 21.8% | 1,744,260 20.2%
Graduate or Professional Degree 14,956 6.4% 270,302 14.8% | 1,080,609 12.7%
Population 25 Years and Older 233,546 | 100.0% | 1,832,376 | 100.0% | 8,618,284 100.0%

United States Census Bureau, American Fact Finder, Educational Attainment: 2012 — 2016 American Community Survey 5-Year
Estimate available at https://factfinder.census.gov/faces/nav/jsf/pages/index.xhtml# (last visited Feb. 28, 2018).

B. Poverty

* As noted above, income is an important factor in analyzing health disparitics. Income
represents resources that can support health and well-being. The higher the income level, the
more likely an individual will be able to timely receive physician care. The federal poverty limit
(“FPL") for Illinois int 2018 is defined as $12,140 for an individual, $16,460 for a family of two,
$20,780 for a family of three and $25,100 for a family of four.® According to the 2016 U.S.
Census projections, there were nearly approximately 362,000 residents in the Auburn Park
Dialysis PSA, and 27% of residents live below the FPL. This figure is nearly double the poverty

ievel of residents statewide, which is 14%.

Further, 150% of the federal poverty level is a key factor in determining a community’s
low income population. Many government assistance programs, like the Illinois Medicaid
program, provide aid to persons with incomes slightly above the FPL. Using 150% of the FPL

as the poverty threshold, the percentage of PSA is nearly twice as great as the State.

3 Hlinois Legal Aid Online, U.S. Federal Poverty Levels available at hitps://www.illinoislegalaid,ora/get-

zipcode?destination®node/50366 (last visited Feb. 28, 2018).
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Table 2
Poverty Status
PSA % Chicago % State %

FPL or Below 97,495 26.9% 576,291 21.7% | 1,753,731 14.0%

125% FPL 122,778 33.9% ¢ 731,256 27.5% | 2,283,321 18.2%

150% FPL 146,476 | 40.5% | 877,704 33.0% | 2,827,366 22.5%

Total 361,817 | 100.0% | 2,659,031 | 100.0% | 12,548,538 | 100.0%

Uinited States Census Bureau, American Fact Finder, Poverty Status in the Past 12 Months:

2012 - 2016 American Community Survey 5-Year Estimate available at

hitps:/ffactfinder.census.gov/faces/nav/jst/pages/index.xhtmi# (last visited Feb. 27, 2018).

C. Race and Ethnicity

~ The incidence and prevalence rates for chronic kidney disease (“CKD”) and end-stage
renal disease (“ESRD”) are higher within certain ethnic groups, which are present in the Auburn
Park Dialysis clinic PSA. The ESRD incidence rate among African-Americans is 3.7 times
greater than Caucasians, and the ESRD incidence ratc among the Hispanic population is 1.5
times greater than the non-Hispanic population.® Likely contributing factors to this burden of
disease include dizbetes and metabolic syndrome. Individuals of both African-American and
Hispanic origin are more susceptible to kidney failure. Other factors for these groups that
contribute to a higher disease burden are family history, impaired glucose tolerance, diabetes
during pregnancy, hyperinsulinemia and insulin resistance, obesity and physical inactivity.
African-Americans with diabetes are ‘more likely to develop complications of diabetes and to
have greater disability from these complications than the general population. Access to health
care, the quality of care received, and barriers due to language and health literacy also play a role
in the higher incidence rates.”

According to the U.S. Census Bureau 2016 population projections, the majority (68.4%)
of Auburn Park Dialysis PSA residents are African-American. Compare this figure to the City of
Chicago as a whole which is 41.2% African-American and in the State of Illinois where 14.1%
of the population is African-Ametican. Thus, the percentage of African-Americans is two-thirds
higher than the City of Chicago and nearly five times higher than the State. Similarly, the
percentage of Hispanics is over 5 times higher than the City of Chicago as a whole. Given the

% US Renal Data System, USRDS 2017 Annual Data Report: Epidemiology of Kidney Disease in the United States,
National Institutes of Health, National Institute of Diabetes and Digestive and Kidney Diseases, Bethesda, MD,
247 (201). ‘

7 Claudia M. Lora, M.D. et al, Chronic Kidney Disease in United States Hispanics: A Growing Public Health
Problem, Ethnicity Dis. 19(4), 466-72 (2009) available at hitps:/fwww.nebinbn.nih.eovipme!
articles/PMC358711 1/ (last visited Mar. 1, 2018).
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higher incidence rate of ESRD within the two population groups, additional dialysis stations are
needed to meet the growing need for renal replacement services in these communities.

Table 3
Race/Ethnicity
PSA % Chlcago % State %
White 22,420 6.1% 877,749 43.6% | 7,996,856 62.2%
African American 249,459 68.4% | 829,781 41.2% | 1,810,559 14,1%
Hispanic 87,310 23.9% 90,548 45% | 2,136,474 16.6%
Native American 334 0.1% 3,281 0.2% 14,378 0.1%
Asian 1,113 03%{ 163,510 8.1% 650,929 5.1%
Native Hawaiian 54 0.0% 488 0.0% 2,994 0.0%
Other 4,204 1.2% 48,660 2.4% 239,494 1.9%
Total 360,690 | 100.0% | 2,014,017 | 100.0% | 12,851,684 | 100.0%

United States Census Bureau, American Fact Finder, ACS Demographic and Housing Estimates: 2012 —
2016 American Community Survey 5-Year Estimate available at https:/Hactfinder.census.gov/
faces/nav/jsfipages/index. xhtml# (last visited Feb. 28, 2018).

IL. Increased Dialysis Use Rate and Adjusted Projected Need

According to the February 28, 2018, Update to Inventory of Health Care Services, the
State Board calculated a need for 49 stations in HSA 6. The proposed Auburn Park Dialysis will

address a calculated need for dialysis stations in the City of Chicago.

The calculated need for stations is based upon 2015 population projects and 2015 dialysis
services use rates. The dialysis services use rate® is a key data point for the need calculation.
Importantly, in the intervening two years, the ESRD patient census in HSA 6 increased by 175
patients, Updating the need calculation to account for the 2017 use rate, there is a need for 66
additional stations in HSA 6 by 2020 when the proposed Auburn Park Dialysis is projected to
come online. Importantly, the revised need calculation shows the State’s existing need
calculation is conservative estimate for the need for dialysis stations in HSA 6.

8 Use rate is the ratio of ESRD patients per 1,000 population over a 12-month period {Inpatient Days/Popuiation in
Thousands = Use Rate). See 77 Iil. Admin. Code 1100.220. .

62595469.6
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Table 4
Need Calculation Based on 2017 Use Rate

Planning Area Population - 2015 2,612,827
In Station ESRD Patients - 2017 5,041
Area Use Rate 2017 193
Planning Area Population - 2020 (Est) 2,562,913
Projected Patients - 2020 4,945
Adjustment 1.33
Patients Adjusted 6,576
Projected Treatments - 2020 1,025,926
Existing Stations 1,304
Stations Needed - 2020 1,370
Number of Stations Needed 66

Further, it cannot be understated that the proposed Aubum Park Dialysis will be located
in a federally designated Health Resources & Service Administration health professional service
area and a medically underserved area. This means the area to be served has a shortage of
primary health care providers. Individuals living in medically underserved communities face
economic, cultural or linguistic barriers to health care, including, but not limited to
homelessness, low-income, or Medicaid eligibility. The proposed Aubum Park Dialysis will
effectively provide dialysis patients with a medical home. This care model provides much
patient-centered, comprehensive, team-based, coordinated, accessible, and quality focused care
to dialysis patients in their communities.

For patients suffering from renal disease access to dialysis services in the community
where they live is imperative for ensuring patient compliance with the difficult treatment
protocol of hemodialysis. After a patient’s kidneys fail, to receive an adequate dose of dialysis
to clear waste products from the blood, he or she must attend a long treatment session at the
dialysis clinic three times a week fof an indefinite period of time. Further as described, the
population in need of dialysis treatments in these communities is not only affected by racial and
socio-economic conditions that create health disparities but it is also aging.

62595469.6
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Thank you for your consideration of the additional information regarding the Auburn
Park Dialysis project. If you have any questions or need any additional information, please feel

free to contact me.

Sincerely,

Anne M. Cooper

Attachments
Ce: Gaurav Bhattacharyya

62595469.6




Page 1 of 2

HRSA - Find Shortage Areas by Address

o
.{q’. U 3 Uctiter o Health & Human Sorvices

u Hm A Heaith Resources & Sefvices Administration
1] Data Warehouse

TopicAreas 1+ Tools " Daka FAQs & Resources ! About HOW * HRSA.gov

Homa > Tools > Anatyzars » Find Shorlage Areds by Address

Servies Matics: The HRSA Date Warehauss wabsie will be intermittently unavailable from 7 p.m. ET an Thursdey, Marsh 1,
2018, through 1 a.m. £T an Fridey, March 2, 2018, fer schedulad maintenance. We apologize for any Inconvenlance, }
Shortage Designations and Scores Set For 2018 Loan Repayment Program Application Cycles
Dally updatas f Health Profassional Shortage Area (HPSA) tata have been suspended and HPSA scores lacked for the
National Heslth Service Corps end NURSE Casms Lasn Repayment Programs’ new award application cycle. Daily HP3A data
updatea ta the HRSA Data Warchause sz schaduled to resume in Spring 2018, Piepad direst any quastions ta yaur State
primary Gara Qfficg of tha appropriate Shartaga Deslgnation Project Officar,
Find Shortage Areas by Address Results
Input address: 7939 south western avenue, chicago, Hlinois | start Ovea
Geocoded address: 7939 S Westem Ave, Chlcago, {Hinois, 60820 HPSA Data a8 of 220
MUA Bata ms of 227720
+} More about Ihi res
In a Uental Health HPSA: No W IHd S “ ' E
. 8 W4t $1
e p_qt‘ ~ ., ",’
In a Mental Health HPSA: Yes . . e R S -
HPSA Namg: Chicage Centrai . o ' . b wren
1D: 7177788035 - v [
. . . b WTTIh §t i v
Dasignation Type: Hpaa Geographic %}Namm‘ ot K !
Status: Designated e ! :
[ Yrral i =t
Score: 18 e ,m\'{ﬂﬁm sy ¥ N g‘%ﬂ
Designetion Date: 07/11/2003 $ s g . 333
Last Update Date: 12/26/2017 i ' s BT
wmst £ Cases '
g i o f oo N
In & Primary Care HPSA: Yes 151 g v i
HPSA Neme: Chicago Lawn - - o 83 €1 é E ]
2 ) 3
[D: 1174109758 . E j* Eéf. W Bk
Designation Type: Hpsa Geagraphic '*;;::* ?I: ‘.T @
Status: Designated . v B3t T § Par By
Score: 9 b SR 4
ik SAL Bhth I

Designation Date: 05/15/2008
Last Update Date: 09/01/2017

In 8 MUAJP: Yes

Service Araa Name: Chicago Lawn, West Lawn, Ashburn

1D: 07678

Designation Type: Medically Underservad Population

Designation Date: 08/28/2008
Last Update Date: 08/28/2008

Service Area Name: Commuriities Asian-American Population

N ANAAN1
<

Click on the Imags to see

hitps://datawarehouse.hrsa.gov/tools/analyzers/geo/ShortageArea.aspx

an sxpanded rﬁap view.

Attachment - 1
2/27/2018



HRSA - Find Shortage Arcas by Address Page 2 of 2

Designation Type: Medically Underserved Population — Governor's

Exception
Designation Date: 03/31/1988
Last Update Date: 03/31/1988

Nots: The addross entered {3 gencoded and then comparad against the HPSA, and MUA/R data in the HRSA Data Warehouse. Due to geoprocessihg limBafions, he
designalion cannot bo guaranteed o be 100% accurate and does not cansttite an official determiration.

Atk Queations | Vigwers & Pinvorn | Priveey Pelley | Biaghumers | Accewlbiity | Eresspmolintormation Act | USAgey | Whiaitooss.ooy

Aftachment - 1

https://datawarehouse.hrsa.govitools/analyzers/geo/ShortageArea.aspx 2/27/2018




- Community Health

Needs ASS@SSMENT
2014 - 2016

Attachment - 2

:"“: Advocate Christ Medical Center




Iy
;
4
1
|

December 2016

| am pleased to present the 2016 Cammunity Health Needs Assessment {CHNA) for Advacate Christ
Medical Center, one of 11 acute care hospitals in the Advocate Health Care System. One way we invest
in the community is by conducting a comprehensive CHNA to look at the heaith of the residents in the
medical center's service area. In 2013, we reviewed public health data and a Community Health Council
was convened to review the data and select health priorities to address. The Council chose violence
prevention, access to primary pediatri'c care and childhood cbesity as the priority areas of focus for
2014-2M6.

In 2016, our comprehensive review includes a thorough assessment of our primary service area’s health
care profile, secondary public health data and new primary health data through our collaboration with
community and public health organizations and with the Health impact Collaborative of Cook County
{HICCC). The HICCC was created in 2015 through the collaboration of Advocate Health Care, including
Christ Medical Center, other hospitals, health departments and community organizations within Cook
County. This collaborative facilitated a diverse community-engaged assessment which is posted as a
companion to this report.

We have learned through the process that our collaborations and partnerships with community based
organizations, faith communities, schools and local employers are critical to addressing the priority areas
that were identified in the past and present. We look forward to strengthening those partnerships and
establishing new relationships to further respond to the priority areas identified within this report. ‘

I am grateful for the enduring commitment to this public health mission that we share and thank our
Community Health Council and community partners, the hundreds of community residents that provided |
valuable feedback in our surveys and forums, and the leadership at Christ Medical Center for their ongoing
efforts to protect and promote the health of all. it is a privilege to be entrusted with helping to meet the
health care needs of aur community. .
\
|

Sincerely,

Kennsll by (kb

Kenneth W. Lukhard
President, Advocate Christ Medical Center

Attachment - 2
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. Executive Summary

With this Community Health Needs Assessment {CHNA) report, Advocate Christ Medical Center continues
to demonstrate strong commitment to building lifelong relationships to improve the health of individuals,
families and communities. In 2015, all five Advocate Health Care hospitals principally serving Cook County,
including Advocate Christ Medical Center, were founding members of the Health Impact Collaborative of
Cook County {HICCC). HICCC is a best practice community health initiative involving 26 hospitals, 7 health
departments and nearly 100 community-based organizations. The goal of this collabarative is to work
together on a county-wide heaith assessment and common implementation strategies once priorities

are identified. The lllinois Public Health Institute {IPHI) served as the backbone organization for the
collaborative—providing facilitation, data coordination and report preparation activities.

Given the size and diversity of Cook County, the collaborative created three regions—North, Central and
South—for purposes of organizing the assessment process. Christ Medical Center was appropriately
assigned to the South region consisting of both the south side of Chicago and the south suburbs of Cook
County. Please see the companion document to Christ Medical Cente r's CHNA, Heafth Impact Collaborative
of Cook County, Community Health Needs Assessment, South Region, which is also posted on the
Advocate website and at www.healthimpactcc.org/reports2016.

In addition to participating in the Cook County collaborative, Christ Medical Center conducted a
community health assessment targeting its defined community—the hospital’s primary service area (PSA).
This area includes approximately 947,915 individuals within 27 zip codes in Chicago and Suburban Cook
County. The diverse population served is 59% white, 23% African-American, 2% Asian and 13% other. By
ethnicity, the PSA is 29.4% Hispanic. Nearly 17% of the PSA population over the age of 25 does not have

a high school diploma as compared to 12% for Hiinois, while almost 13% of alf families live below the
federal poverty level compared to 11% for lilinois. The median age for the PSA is 37.56 years.

For purposes of the 2014-2016 CHNA cycle, a Community Health Councit {Council} consisting of 26
community and medical center leaders was convened to oversee the assessment. Data from the Health
Impact Collaborative of Cook County was presented to the Councit including the HICCCC priority-setting
process that identified Social Determinants of Heaith, Mental Health and Substance Abuse, Access to Care
and Chronic Disease as the four county-wide priorities. All hospitals that participated in HICCC agreed to
accept Social Determinants as one of their priorities, with Christ Medical Center identifying that ane of
their strategies within this priority would be violence prevention.

In addition, multiple indicators from the Healthy Communities institute {HC1) data platform were shared
with the Christ Medical Center Community Heaith Council. Many of these indicators were particularly
useful to the assessment because the hospitalization and emergency room visits rates were available by
zip code thus permitting a deeper look into the health status of the PSA. A voting process was used with
the Council to select the second and third priarities for this CHNA cycle—asthma and diabetes. Cancer,
heart disease and hypertension {stroke) were not selected primarily because the medical center already
has institutes addressing each of these important health needs. The three priorities selected by the
medical center are violence prevention, asthma and diabetes.

Christ Medical Center is currently developing implementation ptans for each of the three priorities
selected. Community health staff will be participating in the action planning teams on Community Safety
and Chronic Disease Prevention convened as part of the HICCC. For violence prevention as a social
determinant, the medical center plans to continue its work with CeaseFire and collaborate with Chicago
Safe Start to address the impact of violence on children. For the asthma and diabetes priorities, teams
will be developing educational, outreach and environmental strategies in coliaboration with Advocate
Children's Hospital and community partners to improve the management of these diseases.
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Il. Description of Advocate Health Care and Advocate
Christ Medical Center

Advocate Health Care
Advocate Heaith Care is the largest health system in liinois and one of the largest healthcare providers in

the Midwest, operating more than 400 sites of care, including 11 acute care hospitals, the state's largest
integrated children’s network, 5 Level | trauma centers, 2 Level Il trauma centers, the region's largest
medical group and one of the region’s largest hame heaith care companies. The Advocate system trains
more primary care physicians and residents at its four teaching hospitals than any other health system in

the state.

Advocate is a faith-based, nat-for-profit health system related to both the Evangelical Lutheran Church in
America and the United Church of Christ. Advocate’s mission is to serve the health needs of individuals,
families, and communities through a wholistic philosophy rooted in the fundamental understanding

of human beings as created in the image of God. This wholistic approach provides quality care and
service, and treats gach patient with dignity, respect and integrity. To guide its relationships and actions,
Advacate embraces the five values of compassion, equality, excellence, partnership and stewardship. The
mission, values and wholistic philosophy {MVP) permeate al| areas of Advocate’s healing ministry and are
integrated into every aspect of the organization building a cultural foundation. The MVP calls Advacate

ta extend its services into the community to address access to care issues and 10 improve the heaith and
well-being of the people in the communities Advocate serves. As an Advocate hospital, Christ Medical
Center embraces the Advocate system MVP.

Advocate Christ Medical Center

Advocate Christ Medical Center is a 749-bed teaching institution with nearly 1,300 affiliated physicians.
The medical center serves as a major referral hospital in the Midwest for many speciaities, including
cardiovascular services; heart, lung and kidney transplantation; neurosciences; ancology; orthopedics;
and wamen's heaith. The medical center provides emergency care for more than 100,000 patient visits
annually and has ane of the busiest Level | trauma centers in lllinois, serving southern portions of Chicago
and Cook County, all of Will Caunty and regians as far south as Kankakee, lllinais, west to Morris, fllinois,
and east to Northwaest Indiana. As a majar teaching institution, the medical center annually trains more
than 400 residents, 600 medical students, 800 nursing students and, through the Emergency Medical
Services Academy, some 2,500 emergency medical technicians, paramedics and other providers of

emergency care.

Christ Medical Center is a designated Magnet hospital by the American Nurses Credentialing Center.
The medical center is accredited averall by the international Det Norkse Veritas (DNV) and holds DNV
centification as a Comprehensive Stroke Center. The medical center’s Cancer Institute has achieved
three-year accreditation with commendatian from the Commission on Cancer of the American Callege
of Surgeons, and the Heart [nstitute has received a three star rating in heart surgery from the Saciety
of Thoracic Surgeons. The medical center also serves as one of the leading centers nationally for the
implantation of left ventricular assistive devices to support patients’ with failing hearts.
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lil. Summary of the 2011-2013 Community Health Needs
Assessment and Program Implementation

Community Definition :

For the purposes of the 2011-2013 Community Heaith Needs Assessment (CHNA) cycle, the community
was defined as the total service area {TSA), which included the primary (PS A} and secondary service
areas {SSA) for Christ Medical Center. The medical center, tocated in Oak Lawn, Hlinois, served a total
population of 1,560,571 people across 55 communities in the south/southwest suburbs and Chicago. The
population consisted of 38.4% White Non-Hispanic, 35.6% Black Non-Hispanic, 23.2% Hispanic, 1.6% Asian
and Pacific Islander Non-Hispanic and 1.1% other. There was a significantly higher unsmployment rate

in the TSA compared to the US rate and household income was slightly less than the US average. While
the community was served by a variety of health resources, including hospitals, public health clinics and
mobile health providers, there was still substantial variation in both availability and accessibility of health
resources across communities,

Overall Process of the CHNA

As part of the CHNA process, a Community Health Council, chaired by the medical center's community
health leader, was developed to review data, determine essential health needs and set priorities. Health
needs were prioritized based on prevalence of needs identified, incidence of disease in the community,
areas of greatest need, patient utilization of Christ Medical Center services, potential impact of projects
on community health, programs/services already offered to the community and the availability of internal
and external resources, community partnerships and existing relationships to coflabarate on targeted
programs.

Needs Identified and Priorities Selected for CHNA

The Community Health Couricil compared ali the data available using the above criteria and the top
rankings of Christ Medical Center's admissions and discharges by disease-specific area and service lines.
Key health needs identified by the Council included heart disease, cancer, stroke, violence prevention,
access to pediatric primary care services and childhood obesity. Given available resources, Christ Medical
Center selected violence prevention, access to pediatric primary care services and childhood obesity as
community health priorities to address during the 2014-2016 implementation cycle years. Key health
issues identified, but not specifically targeted in the community health improvement plan were heart
disease, cancer and stroke. Christ Medical Center is addressing these heaith conditions through specially
designated clinical programs and community outreach activities.

Summary of Program Strategies and Outcomes to Meet Identified Priorities
The following is a summary of program strategies and gutcornes Christ Medical Center implemented to
meet the goals and objectives of the identified health priorities.

CeaseFire

CeaseFire is a program that uses prevention, intervention and community-mobilization strategies to
reduce shootings and kiilings. The program was launched in Chicago in 1999 by the Chicago Project for
Violence Prevention at the University of lilinois at Chicago School of Public Health. Some of the program’s
strategies have been adapted from the public health field, which has had notable success in changing
dangerous behaviars. In fact, the program’s executive director, Gary Slutkin, is an epidemiologist who
views shootings as a public health issue. (CeaseFire: A Public Health Approach to Reduce Shootings and
Killings by Nancy Ritter, NIJ Journal, 2009.) In 2004, the program began a collaboration with Advocate
Christ Medical Center to reduce retaliation by families and shooting victims cared for in the hospital's
Level | trauma center. Exhibit 1 presents the most recent data from the CeaseFire/hospital collaboration.
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§ CeaseFire l :
Objective Total | Patients ' o
(']

Exhibit 1: Summary of CeaseFire Program Data for Advocate Christ Medical Center 2014-2016

Hospital
responders will
have contact
with patients
and/or visitors 897 89 89.3 | 871 832 955 (897 891 99.3
in 90% of all
incidents referred

to the CeaseFire t
program. : :

,I 2014 2075

I ’ i
Total | Patients o Total  Patients
Patients | Served °® | Patients Served

%

Patients | Served

Follow-up needs
will be assessed
for 80% of patients | 891 857 96.2 | 832 828 99.5 |89 881 98.9
treated for a

violent injury.

75% of all violent
injury patients
admitted inpatient
will be assessed hy
the hospital case
manager. ; |

428 425 88,3 | 420 415 . 98.8 |514 513 99.8

90% of individuals
assessed will be
linked to long-
term supportby | o 407 958 | 415 394 949 |513 510 99.4
being connected
with existing
community
resources.

*2016 includes data from 1/1-11/15/2016

Source: CeaseFire, Unpublished Data, November 18, 2016.

Access to Pediatric Primary Care

Primary health care services were provided through the Ronald McDonald Care Mobile (RMCM} program
to improve access to pediatric primary care. The RMCM is a parinership between Advocate Children's
Hospital and Ronald McDonald House Charities of Chicagoland and Northwest Indiana to provide primary
health care to uninsured children in the areas of greatest need. The staff fostered refationships with
assigned medical home providers, in addition to solidifying relationships with Federally Qualified Health
Centers and other health care partners. Program results from January 2013 through December 2015 were

as follows:

The RMCM staff provided services to 6,411 students.

Students received 7,480 vaccines and 4,592 physicals.

There were 2,376 referrals made to primary care physicians, 414 referrals to dentists, 932 referrals to
optometrists and 58 referrals for specialty care.

An agreement was negotiated with Aunt Martha's, the third largest FQHC in IHinois, to provide follow-
up pediatric care as well as specialty care for patients identified through RMCM visits. In 2015, the
relationship with Aunt Martha's was discontinued due to geographical limitations/patient difficulty

accessing Aunt Martha's facilities.
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Childhood Obesity

To address childhood obesity, Advocate Christ Medical Center Children’s Hospital offered a program titled
ProActive Kids (PAK) 1o achieve and maintain a healthy weight, decrease Body Mass Index (BMI) and
improve fitness levels. ProActive Kids is a fithess and nutrition program designed for children ages B-14
who are struggling with obesity. The program offers & safe environment where children can exercise and
learn about proper nutrition. The program also focuses on self-esteem, body image, stress, feelings and

a variety of other issues that can contribute to being overweight. PAK teaches children and their families
to improve health through exercise, nutrition education and lifestyle modification over a period of sight

weeks.

Three PAK series were planned for each year from 2014-2016. There were 70 registered program
participants in 2014, 66 in 2015 and 48 from January-July 2016. Program results for 2014 and 2015 include
the following: '

« For 8-weeks, all enrolied children participated in a 45-minute fitness session that focused on increasing
muscle endurance, strength, cardiovascular endurance and flexibility, and reduction of body fat/BMI.

96.5% of PAK parents surveyed reparted their chiid’s confidence, communication, body-image, coping

skills and self-esteem improved since participating in PAK.

+ 93.5% of PAK parents surveyed reported improvements, solid or significant, in their child's attitude
toward diet and nutrition.

« in 2014, 86% of the PAK parents surveyed reported their child had a solid commitment to fitness
following the PAK program.

+ In 2015, there was a 6% increase in the response of the parents seeing a solid commitment to fitness
for their child due to the PAK program.

+ in 2015, 39% of parents who attended the PAK sessions reported personal weight loss as a result of

their child participating in the program.

Input from the Community

Although many feedback mechanisms were put in place for the general public to comment or provide
input on the CHNA, the hospital did not receive any feedback from the community. The hospital will
continue to encourage input from the community by providing various feedback mechanisms for the

2014-2016 CHNA.

Lessons Learned

Advocate Christ Medical Center has made significant progress toward the strategies and initiatives
adopted to address the top identified health priorities described in the 2011-2013 CHNA and
implementation Strategy Plan. Lessons learned from the past CHNA cycle include the following:

« Focus community interventions more strategically toward the PSA to ensure a greater impact in the
areas that have the greatest need.

. Continue to seek and collaborate with various partners to increase the impact of community
interventions.

. Disseminate information about the CHNA through various strategies using comrmunity forums, social
media, email blasts and other communication channels to share the results of the CHNA.
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V. 2014-2016 Community Health Needs Assessment

Community Definition

Located in Oak Lawn, lllinois, Christ Medical Center has a service area that fies within Cook County and
the Chicago city limits. Exhibit 2 is a map of the primary and secondary service areas, described as the
total service area {TSA), for the medical center. For purposes of this CHNA, the Community Health Council
defines the community as the primary service area {PSA) of the medical center located in Chicago and the
south/southwest suburbs. The total population of the defined community is 947,915. Exhibit 3 contains the

local community rames and zip codes in the PSA,

Exhibit 2: Advocate Christ Medical Center’s Primary and Secondary Service Areas
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Source: Advocate Health Care Strategic Planning Department, 2016.
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Exhibit 3: PSA Area Zip Codes

Service Area Name ' Zip Code f Service Area Name | Zip Code
i |

Qak Lawn 60453 West Englewood 60636
Auburn Gresham 60620 Tinley Park 60477
Chicago Lawn 60629 Palos Hills 60465
Ashburn 60652 Brighton Park 60632
Burbank 60459 Cak Forest 60452
Morgan Park 60643 Hickory Hills 60457
Chicagoe Ridge 60415 Palos Heights 60463
Bridgeview 60455 Worth 60482
Mount Greenwood | 60655 Justite 60458
Alsip 60803 Hometown 60456
Clearing 60638 Tinley Park 60487
Evergreen Park 60805 Orfand Hilis 60467
Orland Park 60462 Palos Park 60464
Midlothian 60445

Source: Advocate Health Cara Strategic Planning Department, 2016,

Community Demographics

Race and Ethnicity

According to US Census data, the population in the PSA increased from 938,229 to 947,915 between the
years 2010 and 2016. This represents a 0.92% growth in the service area in comparison to a 0.43% growth
in population in the State of lilinois during the same time period. In 20186, the population consisted of
58.6% White, 23.3% African American, 13.3% Other Race, 2.2% Asian and 0.4% American Indian/Alaskan
Native. The ethnicity of the population cansisted of 29.4% Hispanic/Latino and 70.6% Non-Hispanic/Latino
{Heaithy Communities Institute, Claritas, 2016). Racial and ethnic population data is represented

in Exhibits 4 and 5.

Race

Exhibit 4: PSA Population by Race 2016 o
' PSA Cook - lllinois

White 58.6%| 549%| 70.3%]
Black/African American | 23.3%| 23.6%| 14.3%
Am Indian/AK Native | oan] o04%|  0.4%
Asian | 22%) 71% 5.3%
Native HI/PI 0.0%) 00%| 0.0%
Some Other Race 13.3% 11.2% 7.2%
2+ Races 2.2% 2.8% 25%

Source: Healthy Communities Institute, Claritas, 2016,
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Exhibit 5: PSA Population by Ethnicity 2016

Ethnicity } PSA , Cook  Illinois
Hispanic/Latino 28.4% |}25.3% 17.1%
[ Not Hispanic/Latino 706% |74.7% 182.9%

Source; Healthy Communities Institute, Claritas, 2016.

Age

Twenty four percant of their PSA population is under the age of 18 while 9.6% is between the ages of
18 to 24. The largest percent of the population is between the ages of 25 through 44 at 26.8%, and ages
45 through 64 at 25.5%. When combined, this represents over 52% of the total population within the
service area. The elderly population age 65 and over represents 14% of the totai popuiation in the PSA.
The median age for the service area is 37.6, which is similar to median ages in Cook County at 36.8 and
in the state of lliinois at 37.8 (Healthy Communities Institute, Claritas, 2016}.

Exhibit 6: PSA Population by Age 2016

Age ‘population Percentage
Age 0-17 | 228574 24.1% |
t Age 18-24 90,808 9.6%
Age 25-44 254,175 26.8%
| Age 45-64 241,792 25.5%
Age 65+ 132,566 14.0%

Source: Healthy Communities institute, Claritas, 2016.

Gender

The primary service area population consists of 50.7% females and 49.3% males. The percentage of males
and females in the PSA closely mirrors the demographics of Cook County and the State of lllinois {Healthy
Communities institute, Claritas, 2016). See Exhibit 7.

Exhibit 7: PSA Population by Gender 2016

Gender PSA 'Cook  Wiinois
| Male | 49.3% 49.2% 49.3% |
[ Female | 50.7% 50.7% 50.8% !

Source: Healthy Communities Institute, Claritas, 2016,

Education and Employment

in 2016, the PSA popuiation 25 and over with less than high school graduation was at 16.9%, which is
higher than both Cook Ceunty (15%) and lllinois (12.3%). By gender, 18.2% percent of males age 25 and
aver had less than a high school diploma in comparison to 16% of females age 25 and over. There were
31.3% of the population with a high school diploma, 28% with some college or associate’s degree, 14.8%
with a bachelor’s degree, and 8.1% with a master’s degree or higher. Exhibit 8 depicts the educational
attainment for the PSA in comparison to Cook County and Hiinois.
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Exhibit 8: PSA Population 25+ by Educational Attainment in Comparison to Cook County and Ilinois 2016

Education _PSA Cook lilinois
Less than High School Diploma 16.9% 15.0% 12.3%
High School Grad 31.3% 24.4% 27.1%
Same College/Associate Degree 29.0% 25.5% 28.7%
Bachelor's Degree 14.8% 21.0% 19.7%
Master's Degree or Higher B.1% 14.1% 12.2%

Source: Healthy Communities Institute, Cleritas, 2016.

The unemplayment rate in the PSA is 13.17% which is higher than the lllinois unemployment rate {9.86%)
and the Cook County rate {11.52%). The male unemployment rate {13.86%} is higher when compared to
lllinois {10.20%) and Cook County (11,568%), The female unemployment rate (12.40%) is also higher than

Hlinois (9.49%} and Cook County (11.45%}.

Household income

The average annual household income in 2015 for the medical center’s PSA is $73,288, which is lower
than the state’s average housshold income at $81,390 (Healthy Communities Institute, Claritas, 2016).
The Asian, Native Hawaiian/Pacific Islander and White racial groups have the highest average household
incomaes, while the Black and American Indian/Alaskan Natives subgroups have the lowest average
household incomes. income disparity also exists between the Hispanic and non-Hispanic ethnicity. The
Hispanic population’s average household income for the PSA is $63,614, while the average household
income for non-Hispanics is $75,784. Exhibit 9 represents household income by race and ethnicity in the

medical center's PSA.

Exhibit 9: PSA Average Household Income by Race and Ethnicity 2016

Assan $96,141
Narive Hawsan/Pacific istantier $82,560
White $73,400
Not Hisaanic/iatna $75,764
Hispanic/Latino $63,614
American indian/Aaskan Native $59,891 .

Some Other Race

Black/African American 253,541

$30,000 $40,000 $50,000 S60,000 S70,000 S80,000 $90,000 5100000

Source: Healthy Communities Institute, Claritas, 2016.
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Poverty

The federal poverty level (FPL) for lllinais in 2015 Is defined as an $11,880 gross income or below for

an individual, $16,020 for a family of two, $20,160 for a family of three and $24,300 for a family of four
[https://www.iltinoislegaIaicLorg/legal-information/federal-poverty-guideEines). in the FSA, nearly 13% of
alt families and 10.1% of families with children live below the federal poverty level. These percentages are
higher than the state of lilinois rate of nearly 141% for families and 8.4% for families with children (Healthy

Communities Institute, Claritas, 2018).

Insurance Coverage

Health insurance coverage is an important factor as individuals access appropriate and adequate heaith
care services. Uninsured or underinsured individuals and families are less likely to have access to health
care resources due to an inability to pay for services {Centers for Disease Control and Prevention, 2015).
In the PSA, 26.30% of the population has Medicaid compared to a state rate of 22.90% and LS rate of
16.70%, 13.20% has Medicare compared to the state rate of 13.70% and US rate of 14.50%, and 8.50%

of the population is uninsured compared to the state rate of 7.90% and LS rats of 11.40%. {Healthy
Communities Institute, Claritas, 2096.) Exhibit 10 represents insurance coverage for the Christ Medical
Center primary service area. '

Exhibit 10: PSA Medicare and Medicaid Coverage and Uninsured by Percentége of Population 2014

30.00%
25.00%
20,00%
15.00% 1450% 5 70% 13.20%
10.00%

5.00%

0.00%

% of Pop w/Medicaid % of Pop /Medicare % of Pop Uninsured
BUS ®illnois BPSA

Source: Truven Insurance Coverage Estimates, 2016.

SocioNeeds Index

To ctearly illustrate the disparity of income and other socioeconomic factors that exist within Christ
Medical Center's service areas, it is useful to examine how the SocioNeeds index varies across zips codes.
Created by the Healthy Communities Institute, the SocioNeeds Index is a measure of sociceconomic

need that is correlated with poor health outcomes. Indicators for the index are weighted to maximize

the carrelation of the index with premature death rates and preventable hospitalization rates. This index
combines multiple socioeconomic indicators into a single composite value. As a single indicator, the index
can serve as a concise way to explain which areas are of highest need. The scores can range from 1to
100. A score of 100 represents the highest socioeconomic need. Within a service area, the ranking of 1-6
is a comparison of each zip code to all others within the primary service area: a b represents zip codes of
highest sociceconomic need in the PSA. The index value far each zip code is compared to ail zip codes
within a service area and assigned a relative rank {1-5) using natural breaks classification. Exhibit 11 maps
the SocioNeeds Index for the Christ Medical Center primary sefvice area,
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Exhibit 11: PSA SocioNeeds Index Map 2016
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Source: Healthy Communities Institute, 2016.

Christ Medical Centar has four zip codes in its primary service area with a ranking of five for the
SocioNeeds index—ali within Chicago—which represent the areas with the highest socioeconomic needs:
West Englewood, Brighton Park, Chicago Lawn, and Auburn Gresham. The index values for these zip
codes are all over 90/100 thus representing some of the highest areas of need in the country. Exhibit 12
displays the index values for the zip codes with the highest SocioNeeds Index values with Christ Medical

Center's PSA.
Exhibit 12: PSA Zip Codes with Highest SocioNeeds Index

Community Name Zip Code ' Socio Need Index
Auburn Gresham 60620 953
Brighton Park 60632 |97.6 :
Chicago Lawn 60629 96.3 |
| West Englewood ' 60636 99.2 o

Source: Heatthy Communities Institute, 2016.

Key Roles in the Assessment

System and Medical Center Leadership

In 2014, Advocate Health Care began organizing resources to implemant the 2014-2016 CHNA cycle. The
system signed a threa-year contract with the Healthy Communities Institute {HCI), now a Xerox Company,
to provide an internet-based data resource for their eleven hospitals during the 2014-2016 CHNA cycle.
This robust platform offered the hospitals 171 health and demographic indicators including thirty-one
{31) hospitalization and emergency department (ED) visit indicators at the service area and zip code
levels. In addition, system leadars collaborated with the Strategic Planning Department to create sets

of demographic, mortality and utilization data for each hospitat site. This collaboration with Strategic
Planning continued during the three-year cycle ensuring that each hospital site had detailed inpatient,
outpatient and emergency department data for its site.
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By the end of 2014, a new Department of Community Health was established under Mission and Spiritual
Care, a vice-president named to iead the department, and a plan developed to ensure that each hospital
in the system wouid have a community health expert to coordinate its community health work. This

new system level department expanded staffing resources at Christ Medical Center by adding a new
coordinator position dedicated to the medical center, and the position of South Region Director for

Christ Medica! Center, Trinity and South Suburban Hospitals.

Community Health Council

Christ Medical Center convened a Community Health Counci to oversee its comprehensive community
health neads assessment. This Council was chaired by a member of the medical center’s Governing
Council and comprised of representatives from the medical center’'s community health team, patient
advocacy, community health relations, and business development departments. Community members on
the councii included representation from school districts, youth services, and faith communities as weil as
other community organizations. The affiliations and titles of the Christ Medical Center Community Health

Council members are provided below.
« Arab American Family Services, Director
+ Auburn Gresham Community Development Corporation, Executive Director

+ Auburn Gresham Community Development Corporation/Southwest Smart Communities, Program
Manager and Technologist

« Buschbach Insurance, Business Owner; Advocate Christ Medical Center Governing Council Member
{Community Health Council Co-Chair)

+ Chicago Public Scheols, Community Engagement Manager

« Chicago Public Schools, Project Manager, Student Health and Wellness Project HOOD {Helping Others
Obtain Destiny), Director of Community Engagement; Advocate Christ Medical Center Community
Health Council Member {Community Health Council Co-Chair)

« Children's Home and Aid, Director, Youth Services

« Christian Community Health Center, Director, Quality Assurance

+ Greater St. John AME Church, Faith Leader

» Hispanic Leadership Council, President

+ Lights of Zion Ministries, Faith Leader

« Metropolitan Family Services, Program Supervisor

« Metropolitan Tenants Organization, Coordinator, Qutreach Services

» Dak Lawn-Hometown School District 123, Superintendent

« Advocate Children's Hospital, Coordinator, Community Relations

+ Advocate Children's Hospital, Director, Community & Health Relations

. Advocate Christ Medical Center, Care Manager and Oak Lawn Health Care Rotary
» Advocate Christ Medical Center, Coordinator, Community Health

+ Advocate Christ Medical Center, Coordinator, Community Health and Wellness

«* Advocate Christ Medical Center, Manager, inpatient Care

+ Advocate Christ Medical Center, Manager, Patient and Guest Relations

. ‘Advocata Christ Medical Center, Ronald McDonald Care Mobiie, Nurse Practitioner
+ Advocate Christ Madicatl Center, Vice President, Mission and Spiritual Care

« Advocate Heaith Care, Director, Community Health, South Region
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Governing Councif

The Governing Council at Christ Medical Center is made up of local community leaders and physicians,
Governing Council members support medical center leadership in their pursuit of the medical center’s
goals, represent the community’s interest to the medical center and serve as ambassadors in the
community. A total of 68 percent of the current Governing Council members represent the community,
inciuding representatives from the faith community, while 32 percent of members are medical center
affiliated physicians or Christ Medical Center leaders. A Governing Council member serves as the
Community Hesalth Council's chair. ‘

Health Impact Collaborative of Cook County

In 2015, Advocate Health Care and its five haspitals principally serving Cook County (including

Advocate Christ Medical Center) contributed financially and with in-kind resources to the formation

and development of the Health Impact Collaborative of Cook County {HICCC), a project invalving

26 hospitals, 7 health departments and nearly 100 community-based organizations. The goal of this
initiative is to work collaboratively on a county-wide CHNA and imptementation plan once priorities have
been identified. The lilinois Public Health Institute (IPH|} serves as the backbone organization for the
collaborative including coordinating both the data collection and report preparation activities.

Given the size and diversity of Cook County (second largest county in the United States), the coilaborative
ereated three regions—North, Central and South—for purposes of organizing the assessment process.
Advocate Christ Medical Center was appropriately assigned to the South region consisting of both the
south side of Chicago as well as southern suburbs of Chicago. As will be described in more detail in the
accompanying report—Heaith Impact Collaborative of Cook County, Community Health Needs Assessment,
South Region—a regional leadership team was formed including representatives from the hospitals and
heaith departments in the region. A regional stakeholder group was alse organized including members

of community organizations representing various sectors. From February 20156 through June of 2016,

the collaborative completed an extensive community health assessment process within sach of the three
regions using the public health process—MAPP-Mobilizing for Action through Partnerships and Planning.
More details regarding the data collection and prioritization process will be presented iater in this report.

Methodology Used for the 2014-2016 Community Health Needs Assessment

The methadology for the CHNA had four components: 1} the MAFP process used by the Health Impact
Collaborative of Caok County (2/2015-6/2016); 2) use of the Healthy Communities Institute platform to
review county, service area and zip code data (3/2014-8/2016); 3} a children’s community profile completed
by Advocate Children’s Hospital, which is co-located on the medical center campus {see Appendix 2 for
detailed profile}: and 4) review of other available national and local data (1/2016-8/2016}.

Health Impact Collaborative of Cook County

MAPP Process
The Health Impact Collaborative of Cook County {HICCC) conducted a collaborative CHNA between

February 2015 and June 2016. The lllinois Public Health Institute (IPHI) designed and facilitated a
coflaborative, community-engaged assessment based on the Mobilizing for Action through Planning

and Partnerships (MAPP} framework. MAPP is a community-driven strategic planning framewark that

was developed by the National Association for County and City Heaith Officials (NACCHO) and the
Centers fot Disease Control and Prevention {CDC). Both the Chicago and Cook County Departments

of Public Health use the MAPP framewaork for community heaith assessment and planning. The MAPP
framewark pramotes a system focus, em phasizing the impartance of community engagemeant, partnership
development and the dynamic interplay of factors and farces within the pubiic health system. HIccc
chose this inclusive, community-driven process so that the assessment and identification of priority health
issues would be informed by the direct participatian of stakeholders and community residents. The MAPP
framewark {Exhibit 13) emphasizes partnerships and collabaration to underscore the critical importance of
shared resources and responsibility to make the vision far a healthy future a reality.
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Exhibit 13: MAPP Framework
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« Organizing for Success and Developing Partnerships
+ Visioning

» Conducting the Four MAPP Assessments

= ldentifying Strategic lssues

+ Formuiating Goals and Strategies

« Taking Action - Planning, Implementing, Evaluating

The four MAPP assessments are:
« Community Health Status Assessment (CHSA)
« Community Themes and Strengths Assessment {CTSA)
+ Farces of Change Assessment (FOCA)
= Local Public Health System Assessment {LPHSA)

Source: Heatth Impact Collaborative of Cook County, Community Heslth Needs Assessment, South Region, 2016.

‘The collaborative used the County Health Rankings model to guide the selection of assessment indicators.
IPHI worked with the health departments, hospitals and community stakeholders to identify available

data related to Heaith Qutcomes, Health Behaviors, Clinical Care, Physical Environment, and Social and
Economic Factors. The collaborative decided to add Mental Health as an additional category of data

indicators,

As part of continuing efforts to align and integrate community health assessment across Chicago and
Cook County, HICCC leveraged recent assessment data from local health departments where possible
for this CHNA. Both the Chicago and Cook County Departments of Public Health completed community
health assessments using the MAPP model between 2014 and 2015. As a resuit, |IPH| was able to compile
data from the two health departments’ respective Forces of Change and Local Public Health System
Assessments for discussion with the South Siakeholder Advisory Team, and data from the Community
Heaith Status Assessments was also incorporated into the data presentation for this CHNA.

The Community Themes and Strengths Assessment included both focus groups and community resident
surveys. The purpose of collecting this community input data was to identify issues of importance to
community residents, gather feedback on quality of life in the community and identify community assets
that can be used to improve communities.
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Community Survey
By leveraging its partners and networks, the collaborative collected approximately 5,200 resident surveys

hetween October 2015 and January 2016, including 2,288 in the South region. The survey was available on
paper and online and was disseminated in five languages - English, Spanish, Polish, Koresn, and Arabic. The
majority of the responses were paper-based (about 75%) and about a quarter were submitted onfine,

Community Resident Survey Topics
v Adult Education and Job Training
v Barmiers to Mental Health Treatment
v  Childcare, Schools, and Programs
for Youth

Community Resources and Assets
Discrimination/Untair Treatment
Food Security and Food Access
Health Insurance Coverage
Health Status

Housing, Transportation, Parks &
Recreation

Personal Safety

Stress

AN R A YN

AN

The community resident survey was a convenience sample survey, distributed by hoaspitals and community-
based organizations through targeted outreach to diverse communities in Chicago and Cook County, with a
particular interest in reaching low income communities and diverse racial and ethnic groups to hear their input
into this Community Health Needs Assessment. The community resident survey was intended to complement
existing community health surveys that are conducted by local heaith departments for their IPLAN community
heaith assessment processes. [PHI reviewed approximately 12 existing survays to identify possible questions,
and worked iteratively with hospitals, health departments, and stakeholders from the 3 regions to hone in on the
most important survey questions. IPH| consulted with the UiC Survey Research Laboratory to refine the survey
design. The data from paper surveys was entered into the online SurveyMonkey system so that electronic and
paper survey data could be analyzed together. Survey data analysis was conductad using statistical analysis
software (SAS), and Microsoft Excel was used to create survey data tables and charts.

The majority of survey respondents from the South region identified as heterosexual {91%, n=2146) and African
American/black (57%, n=2146). Twenty-seven percent {27%) of survey respondents identified as white, 2% Asian/
Pacific Islander, and 2% Native American/American Indian. Approximately 25% (n=1651) of survey respondents
in the South region identified as Hispanic/Latino and approximately 10% identified as Middle Eastern (n=16561).
Two-percent of survey respondents from the South region indicated that they were living in a shelter and 1%
indicated that they were homeless (n=2257). The South region had the highest percentage of individuals with
less than a high schooi education (12%, n=2027) compared to the North and Central regions of Caok County,
and the majority of respondents from the South region {68%, n=1824) reported an annual household income of

less than $40,000.

' Written surveys were avaitable in English, Spanish, Polish and Korean; ali surveys with Arabic speakers were conducted
with the English version of the survey along with interpretation by staff from a community-based organization that works

with Arab-American communities

2 Race and ethnicity categories do not add to 190% because a few paper-based surveys included write-in responses and
because 163 surveys that were conducted with Arab American Family Services included an additional race option of

"Arab.”
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Faocus Groups in South Region

IPHI conducted eight focus groups in the South region between October 2015 and March 2016. HICCC
ensured that tha focus groups included populations who are typically underrepresented in community
health assessments, including racial and ethno-cultural groups, immigrants, limited English spsakers, low-
income communities, families with children, LGBQIA and transgender individuals and service providers,
individuals with disabitities and their family members, individuals with mental health issues, formerly

incarcerated individuals, veterans, seniars, and young adults.

The main goals of the focus groups were:

1. Understand needs, assets and potential resources in the different communities of Chicago and suburban

Cook County; and

2. Start to gather ideas about how hospitals can partner with communities to improve health,

Each of the focus groups were hosted by a hospital or community-based organization and the host
organization recruited participants. IPHI facilitated the focus groups, most of which were implemented in
90-minute sessions with approximately 8 to 10 participants. IPHI adjusted the length of some sessions to be
as short as 45 minutes and as long as two hours to accommodate the needs of the participants, and some
groups included as many as 25 participants. A description of the focus group participants from the South

region is presented in Exhibit 14.

Exhibit 14: HICCC Facus Groups Conducted in the South Region 2015-2016

Focus Groups

| Arab American Family Services

i Participants in the focus group at Arab American Family Services
were residents in the South region and staff at the organization. Their
clients include Arab American immigrants and families.

Location and Date

Bridgeview, lilinois (12/4/2015)

' Participants in the focus group at the Chinese American Service
League wara residents of the Chinatown neighborhood in Chicago
and staff at the organization. Their clients include multiple immigrant

I groups, children, oldsr adults, disabled individuals, and families.

Chinatown, Chicago, Hlinois
(1/18/2016)

D 0] stitute i
Participants were clients in HRDI's day programs on the South Side of
Chicago. Individuals in the focus group had experienced mental illness
at some point in the past and some had previous interactions with the
criminal justice system.

West Roseland, Chicago, lllinois
{12/15/2015)

Nationa! Alliance on Mentat lliness (NANI} South Suburban

Participants included the parents, families, and caregivers of adults
with mental illness living in South suburban Cook County.

|

i

Hazel Crest, lllinois (1/21/2016)

est Village Hali
Community residents, health department staff, service providers, and
local government representatives in the South Cook suburbs.

Park Forest, Illinois (11/12/2015}

' I It Nurse Examiner ANE

at Advocate South Suburban Hospital,

SANE providers serving the South side of Chicago and South suburbs  Hazel Crest, lilinois (12/17/2015)

ickney Seni T
Participants were older adults participating in the services provided at
a senior center in the South Cook suburbs.

— e =

Burbank, ilinois {12/3/2015)

Veterans of i_:oreig[] Wars (VFW) Post 311

Participants included veterans, retired military, and former military
| living in the South Cook suburbs.

Richton Park, lllinois {1/28/2016}

Source: Health impact Collaborative of Cook County, Community Health Needs Assessment, South Region, 2016.
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There were residents from the South region that participated in focus groups that were conducted in
other regions. A focus group in the Austin community area {in the Central region) that was conducted
with formerly incarcerated individuals and hosted by the National Alliance for the Empowerment of the
Formerly Incarcerated included participants who were residents in the South region. A focus group 3]
the Lakeview community area (in the North region} that was conducted with LGBQIA and transgender
individuals and hosted by Howard Brown Health Center also included several participants who were
residents in the South regian.

More detail on the findings of the MAPP Assessments can be found in the companion document to the
Christ Medical Center CHNA report—Health Impact Collsborative of Cook County, Community Health
Needs Assessmeant, South Region—that is also posted on the Advocate website and at:
http://healthimpactce.org/reports2016/

Use of Healthy Communities institute (HCI) Data Platform

Since early 2014, each haspital in the Advocate system has had access to the Healthy Communities
Institute data platform, customized to the system through providing access to data for the counties,
service areas and zip codes served by the hospitals. This robust platform provided the hospitals with

171 indicators at the county level, including a variety of demographic indicators, and thirty-one (31}
hospitalization and emergency department (ED) visit indicators also at the service area and zip code levels.
Utilizing the lllinois Hospital Association’s COMPdata, HCI was able to summarize, age adjust and average
the hospitalization and ED data for five time periods from 2009-2015. The HCI contract also provided

a wealth of county and zip code data comparisons; cross tabulation of data by age, race, ethnicity and
gender; a Socio Neads Index visualizing vulnerable populations within service areas and counties; 8
Healthy Peaple 2020 tracker; and a database of promising and evidence-based interventions. HC| provides
a gauge that illustrates comparison of indicators across counties, service areas and zip codes.

When a high value is good, community value is equal to or higher than the 50th
Green {Good): percentile (madian}, or, when a low value is good, community value is equal to or

| lower than the 50th pe reentile.

When a high vaiue is good, community valug is between the 50th and 25th

Yeilow (Fair}: percentile, or when a low value is good, the community vaiue is between the

50th and 75th percentiles.

When a high value is good, the community value is less than the 25th percantile, or
when a low value is good, the community value is greater than the 75th percentite.

Red {Poor};

Throughout the CHNA, indicators may be referred to as béing in the green, yellow or red zone, in
reference to the above value ratings from HCL

Review of Other Available National and Local Data

Between January and August of 2016, community health staff collected pertinent data regarding
community health for the Christ Medical Center PSA. A comprehensive list of data sources can be found in

Appendix 1.
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Summary of Results
Participation by the medical center in the Health impact Collaborative of Cook County {HICCC) resulied

in access to a substantial amount of quantitative and gualitative data that is contained in the HICCC
Community Health Needs Assessment South Region Report, a companion document 10 this CHNA. The
report served as a foundational document to the assessment process at Christ Medical Center. Important
findings from this collaborative project covering data from southern Cook County include the following:

Health inequities in Chicago and suburban Cook County

« African Americons experienced on overall increase in mortality from
cardiovascular disease between 2000-2002 and 2005-2007 in suburbon Cook
County while whites experienced an overall decreose in cardiovascular disease-
related mortality during the same time period.

« Inthe South region, Afrlcan Americans have the highest mortallty rates for
cardiovasculor disease, diabetes-related conditions, stroke, and cancer
compared to other race/ethnic groups In the region.

« Hispanic and African American teens have much higher birth rates compared fo
white teens in Chicago and Suburban Cook County.

e Aftican Amercaninfants are more than four times as likely as white infants to die
before their first birthday in Chicago and suburban Cook County.

« Homicide and firearm-elated mortality are highest among African Americans
and Hispanics.

« In 2012, the firearm-related moriality rate In the South reglon {20.4 deaths per
100,000} was more than four fimes higher than the rate for the North region (4.6
deaths per 100,000). In 2012, the homicide moriality rate in the South region (19.8
deaths per 100,000) was more than six times higher than the rate for the North
reglon (3.1 deaths per 100,600}.

« There are significant gaps in housing equity for African American/blacks and
Hispanic/Latinos compared to whites and Asians.

« The life expectancy for Chicagoans iiving in areas of high economic hardship is
five years lower than those living in better economic condliions.

As a complement to the extensive data collection completed by the HICCC, the community health team
at Christ Medical Center reviewed and analyzed additional health data for the medical center’s primary
service area, medical center utilization data and program data from clinical and community programs.
This resulted in the identification of six community health needs that were brought to the Community
Health Council for discussion and prioritization—asthma, cancer, diabetes, heart disease, hypertension
and violence. A summary of the data presented to the Community Health Council about each of these

health needs foilows.
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Asthma

People of all ages are affected by asthma. Asthma often begins in chitdhood. According to the National
Heart, Lung, and Blood Institute, more than 25 million people in the United States are known to have
asthma, about 7 million of whom are children. According to lllinois Hospital Association COMPdata from
2009-2014, there has been a consistent increase in asthma emergency room visit rates for Christ Medical
Center's PSA (see Exhibit 15}. For 2012-2014, the rate of 55.4 visits/10,000 population 18 years or older was
in the HC! red zone in comparison to litinois counties. Since 2009, the ER visit rate due to Adult Asthma for

the PSA has increased by nearly 73%.
Exhibit 15: PSA Age-Adjusted ER Rate due to Adult Asthma 2009-2014

344

@B )

Comparison: IL 002012

Counties @
55 4 2041.2013
ER visitsi10 030 _ 7
populatien 15+ years 2012.20M | il P MR |1
Measurement S A L R ;
‘s ¢ 10 20 kL] 40 40 &0
Period: 2012-2014 ER visits/10.000 population 18+ years

Seurce: Healthy Communities Institute, [llinois Hospital Association, COMPdata, 2015.

Not only is the current rate of ER Visits due to Adult Asthma in the HCI red zone for the PSA, but the leval
of ER Visits due to Pediatric Asthma is also in the HCl red zone at 86.8/10,000 populiation under age 18.
There has also been a 38.21% increase in these visits from 2009 to 2014 (Exhibit 16} during the same time

period. Comparatively, the Cook County rate increased by 17.4%.
Exhibit 16: PSA Age-Adjusted ER Rate due to Pediatric Asthma 2009-2014

Comparison: L
Counties @

ER visits210 000
population under 15
years 2012.2014

Measurement T T T N
Period: 2012-2014 £R visits/10,000 population under 18 years

Source: Healthy Communitias [nstituta, lilinais Hospital Asscociation, COMPdata, 2015.
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Christ Medical Center's primary service area has four zip codes that have a higher incidence of ER
utilization for adult asthma in comparison to other zip codes and the overall PSA. The zip codes and
names are identified in Exhibit 17.

Exhibit 17: PSA Zip Codes Most impacted by Aduit Asthma ER Visits 2009-2014

T dp@mh 0 GoapAdd |
Asthma ERVisits/
10,000°Aged 18+
, 20122014
Auburn Gresham 60620 168.7 126%
Chicago Lawn 60629 69.0 42%
Morgan Park 80643 89.4 67%
West Englewood 80636 260.3 76%

Source: Healthy Communities Institute, fllinois Hospital Association, COMPdata, 2015.

Cancer

Cancer is the second leading cause of death in the US as well as within the primary service area.
According to the National Cancer Institute, lung, colorectal, breast, pancreatic and prostate cancer lead to
the greatest number of annual deaths {Healthy Communities Institute, 2016). The top five cancer incidence
rates in the PSA (age adjusted), five year average for 2008-2012, are:

Lung & Bronchus {rate: 78.8 per 100,000 population)
Prostate {rate: 77.6 per 100,000 population)

1
2
3. Breast Invasive (rate: 72.8 per 100,000 population)
4. Colorectal {rate: 53.8 per 100,000 population)

5

Urinary {rate: 39.8 per 100,000 population}

Source: linois Department of Public Health, lllinois State Cancer Aegistry; Nielson Demographics 2010, Public Dataset, Ma reh 2016,

Exhibit 18 shows the top five cancer incidence rates for the medical center’'s PSA in comparison to the
linois Incidence rates. In the PSA, lung and bronchus, prostate and coforectal are higher than state rates
during the same time period.

Exhibit iB: Top Five Cancer Incidence Rates per 100,000 of PSA Compared to lllinois Incidence Rates per
100,000 population 2008-2012

90 B8 77.6 .
) 735728
80 72.8 £84 =t SET
70 [~ —
538
&0 4956 —
50 413398
40
0
20
10
0 ol B borrardt  Bherrerd et B —
tunp & Prostate Breast Colorectal Urimnary
Bronchus lnvasive
dihnois BPSA

Source: Hinois Department of Public Health, fllinois State Cancer Registry; Nielson Demographics, 2010, Public Datahat, March 2016,
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Although cervical cancer was not included in the PSA's top cancer incidence rates, the cervical cancer
incidence rate for the same time period was higher than the state rate. From 2008-2012, the lilinois
incidence rate was 4.3 per 100,000 population, however for the PSA, the incidence rate was 5.7 per 100,000

population.
Racial and ethnic disparities in cancer mortality rates persist in the South region of Chicago and Cook
County, as shown in Exhibit 19.

Exhibit 19: Cancer Mortality Rates for the South Region of Cook County per 100,000 by Race and Ethnicity
~2012

Non-hispanic blscks had the highest cancer mortality rates in 2012.

236.2

03.5

1363

Non-Hispank Blacks  Non-Hhpank Hispanics/Latinos Aslen/Pecfic
Whites Istanders

Sourca; Heaith impact Collaborative of Cook County, Community Health Needs Assessment, South Region, 2016; Hlinois Departmenit
of Public Haalth, 2012.

The 5 yesr average age-adjusted cancer incidence rate per 100,000 population for the State of Hlinois from
2008-2012 is 511.2 and for Cook County is 487.3. For Christ Medical Center's PSA for the same time period,
the incidence rate of 543.8 per 100,000 population is higher than both the state and the Cook County rates.
(Illinois Department of Public Health, Hiinois State Cancer Registry, Nielson Demographics, 2010, Public

Dataset as of March 2016.)

Diabetes

According to the Centers for Disease Control {CDC), the rate of new cases of diagnosed diabetes in the
United States has started to decline, however the prevalence of diabetes in communities served by the
medical center remain high {http://www.cdc.gov/chronicdisease/resources/publications/aag/diabetes.him).

Reviewing hospitalization and ER visit data for the medical center’s PSA identified that utilization of
services for diabetas and diabetes related complications are increasing. The age-adjusted ER rate due to
diabetes continued to increass from 15.9 per 10,000 population in 2008-2011 to 25.6 per 10,000 population
in 2013-2015. The age-adjusted hospitalization rate due to diabetes for the PSA was 25.8 per 10,000
population compared to an Hlinois rate of 18.8 per 10,000 population in 2013-2015. This PSA rate also
represents a 61% increase since 2008 (Exhibit 20).
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Exhibit 20: Age-Adjusted ER Rate due to Diabetes for PSA 2009-2015
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Soutce: Healthy Communities [nstitute, lllinois Hospital Association, COMPdata, 2016.

Even greater disparities exist within the four zip codes that are identified as having a high SocioNeeds
index, See Exhibit 21.
Exhibit 21; Age-Adjusted Hospitalization Rate due to Diabetes for PSA Zip Codes with High SocioNeeds

Index 2013-2015 :
Community Name Zip Code Diabetes Hospitalization Rate Percent Difference

. 7 Compared to PSA Rate
Auburn Gresham 60620 48.4 +88% |

Brighton Park 60632 288 +12%

Chicago Lawn 60629 |39 +52%

West Englewood 60636 63.0 : +144%

Source: Healthy Communities Institute, 11inois Hospital Association, COMPdata, 20186.

The 2013-2015 average age-adjusted ER rate due to diabetes for the PSA is 25.6 per 10,000 population, a
61% percentage increase since 2009 {Exhibit 21).

The age-adjusted ER rate due to uncontrolied diabetes for the PSA while still in the HCI green zone
compared to Hlinois counties has increased by 50% since 2009 {Exhibit 22). However, both the
hospitalization rates for diabetes and for long-term complications of diabetes in the medical center’s
primary service area are in the HCl red zone compared to counties in lilinois {Healthy Communitias

" Institute, Iinois Hospital Association, COMPdata, 2016).

Exhibit 22: PSA Age-Adjusted ER Visit Rate per 10,000 Population due to Uncontrolled Diabetes

2009-2015
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Source: Healthy Communities tnstitute, llinois Hospital Association, COMPdata, 2016.
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Heart Disease

According to the CDC, cardiovascular disease and related conditions is the leading cause of disgase
among both women and men. Heart disease consists of several different types of heart conditions of
which the most common form is coronary artery disease. Heart disease and related conditions include
heart attack, coronary artery disease, stroke, high blood pressure, and heart failure.

In the PSA, the heart disease age-adjusted mortality rate ranges from 159.8 per 100,000 population up

to 330.7 per 100,000 population in some communities. In comparison, the state rate is 112.1 per 100,000
population (Health Impact Collaborative of Cook County, Community Health Needs Assessment, South
Region, 2016). The age-adjusted ER rate due to heart faiture for the PSA is 5.0 ER visits/10,000 population
18+ years compared to the state value of 8.1. A closer look over the time period from 2008 to 2015,
indicates a steady increase in the ER Rate (Exhibit 23).

Exhibit 23: PSA Age-Adjusted ER Rate per 10,000 Population due to Heart Failure 2009-2015
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Source: Healthy Communities Institute, lllinois Hospital Association, COMPdata, 2015.

The age-adjusted hospitalization rate due to heart failure for the PSA is 46.6 per 10,000 population age
18 years and older compared to the Hlinois rate of 36.6 per 10,000 population. Communities that have
SocioNeeds indices of 5 in the PSA, have rates that are double the state rate including West Englewood
(110.0), Chicago Lawn (61.5) and Auburn Gresham (89.2).

Hypertension and Cerebrovascular Disease

High blood pressure is the common name that is used to describe hypertension. High blood pressure is a
significant increase in blood pressure in the arteries. Many people with hypertension may not experience
symptoms, even if their blood pressure is dangerously high. Hypertension increases the risk for heart
disease and is a major risk factor for cerebrovascular disease also known as stroke (Centers for Disease

Control and Prevention, 2014).

The 2013-2015 PSA age-adjusted ER rate due to hypertension is 31.5 per 10,000 population 18+. In the
PSA, the age-adjusted ER rate increased from 17.8 to 31.5 from 2011-2015 {see Exhibit 24). Although the
rate for the overall PSA is in the HCI yeliow zone, Auburn Gresham (76.2/10,000) and West Englewood
(88.6/10,000} have rates that are greater than both the overall PSA and lilinois rates.
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Exhibit 24: PSA Age-Adjusted ER Rate due to Hypertension 2008-2015
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Source: Healthy Communities Instituta, Hllinais Hospital Association, COMPdats, 2015.

Violence

Violent crime disproportionately affects residents living in communities of color in Chicago and suburban
Cook County.? In addition, homicide and firearm-related mortality is highest in the south and central
regions of the county and in African American and Hispanic/Latino communities. in 2012, the firearm-
related mortality rate in the South region {20.4 deaths per 100,000} was more than four times higher than
the rate for the north region (4.6 deaths per 100,000). in 2012, the homicide mortality rate in the South
region (19.8 deaths per 100,000) was more than six times higher than the rate for the north region (3.1

deaths per 100.000).
Exhibit 26: Homicide and Firearm-Related Mortality by Cook County Region 2012

Homicide Firearm-Related
Age Adjusted Mortality (per 100,000}, 2012 Age Adjusted Mortality {per 100,000), 2012
Central Centrat

Sourca: Haalth Impagt Collaborative of Cook County, Community Heelth Needs Assessment, South Report, 2016; #Hfinois Dapartment
of Public Health, 2012.

In 2014, the PSA rate of population with an ED visit for assault per 100,000 of the total population was
479.6, while the state rate was 426.8. A review of all of the communities in the PSA indicated that there are
three communities with much higher rates. The communities are as follows: Auburn Gresham (1,167.7),
Chicago Lawn (675.1) and West Englewood {1632.5). See Exhibit 27.

3 Mayor, 5. (2002), WHO report shows public health impact of violence. BMJ, 3265(7367).
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’ Exhibit 27: lllinois, PSA, and PSA High Risk Communities ER Visit for Assault Rate per 100,000 population
2013-2014

1800 16325

1600
1400 1167.7
1200
1000
800

600 4268 479.6
400
2080

PSA

6751

0
fliinois Auburn Chicago Lawn West

Gresham tnglewoad

Sourge: illinois Hospital Association, COMPdata, July 2013-June 2014,

Data from the HICCC community survey indicates that community residents in the South region feel that
gang activity, drug use/drug trafficking, the presence of guns, domestic violence, child abuse, human
trafficking, property crimes (home break-ins, theft, muggings), a lack of positive cammunity policing, and
poorly maintained foreclosed or vacant properties were some of the primary reasons that they felt unsafe
in their communities { Health Impact Collaborative of Cook County, Community Health Needs Assessment,
South Region, 2016). Exposure to violence not only causes physical inju ries and death, but it also has been
linked to negative psychalogical effects such as depression, stress and anxiety, as well as self-harm and
suicide attempts. :

Prioritization of Health Needs
Health Impact Collaborative of Cook County

Through a data-driven collaborative priaritization process, the HICCC identified faur priority focus areas.
{See Exhibit 28.} As the Health Impact Collaborative moves from assessment ta implementation planning,
the partners are working together to determine the best infrastructure for implementing collaborative
strategies related to the four focus areas. Addressing the social, economic and structural determinants

of health has been identified as an overarching priority that will be an important focus for collaborative
planning and implementation amang all hospital participants. Thus, for Advocate Christ Medical Center,
an initial priority for implementation is to address collaboratively one or more of the social, economic and
structural determinants of health.

Attéchment -2
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Exhibit 28: The Four Focus Areas for the Health Impact Collaborative of Cook County

1¥improving sociat!economicXand structural determinants of health/reducing social and economit
2¥improving mental and behavioral health!
3¥Preventing and reducing chronic disease

f4¥Increasing access to care and comminity résources!

YA [} hospitals.within the Collaborative will include the first focus areaimproving socialfeconomicy

NG STretiral daterminants of health = as 4 priofity in their, CHNA'2nd implementation planyEach)
hospital will also select at Jeast,one of the other,focus areas as a priority.

*PolicyAdvocacytand Data Systems'are strategies that should be applied across all priorities.

TNt e BRI [N e AT I AL HILT L G AD DTR UV oL UERA TER ]

B2 heatth snd RN

structural deterniinantsiiy :
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+ Economic inequities » Dverail access to + Focus on + Cultural & linguistic
and poverty services and funding risk factors - competency/ humifity

ﬂUtritiDn, physica| + Heaith iile!’acy
activity, tobacco

= Education inequities » Violence and trauma,

and its ties to mental + Access to healthcare

+ Systernic racism

* Housing health ' Hea‘lthy and social services,
. enviranment particularly for

« Healthy environment uninsured and

Safety and violenge underinsured

.

« Navigating complex
health care system
and insurance

Source: Health Impact Collaborative of Cook County, Community Health Needs Assessment, South Region, 2016.

Community Health Council Priority Setting
To select the remaining priorities for the next three years, the community health team facilitated a muiti-
voting exercise by the Community Heaith Councit on July 20, 2016. The council was asked to consider the
following criteria in making selections:

+ The alignment of the medical center’s mission and existing programs;

» The ability to make an impact within a reasonable time frame;

» Medical center and community resources 1o address the health issue;

"« The importance of the heaith problem to the community; and
Availability of evidence-based programs with proven measurable outcome to address identified

community needs.

Each member used five dots as votes to select the health needi{s) that they perceived to be the most
important in the community. During the prioritization session, Community Health Councii members were
asked to place their five votes in any distribution, weighting any health condition with more than one vote,
if they wished. Members were instructed to vote by putting the dots onto flip charts posted around the
meeting raom. Each flip chart represented one of five heaith needs identified in the previous section—
asthma, cancer, diabetes, heart disease and hypertension. Viclence was removed from the list as it is
included in the social economic and structural determinants priority of the Health Impact Collaborative of

Cock Caunty that was already selected as a priority for implementation.
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Needs Selected as Priorities
Through this process the Community Health Council members selected asthma and diabetes as their two

priorities. Therefore, as a result of the 2014-2016 CHNA process, Christ Medica! Center will have three
priorities for implementation planning:

+ Social, economic and structural determinants of health including violence
« Asthma
-« Diabetes

Needs Not Selected as Priorities

While cancer, heart disease and hypertension are important health concerns in the PSA, the Council

{eit that asthma and diabetes were the most impartant in terms of unmet community heaith needs. The
primary reason for this decision is because Christ Medica! Center already has institutes that are focused

on cancer, heart disease, and stroke.

Cancer
Christ Medical Center's cancer program has been certified by the American Coliege of Surgeons,

Commission on Cancer and includes both inpatient and cutpatient units, a radiation oncology unit,
CyberKnife treatment, intraoperative electron radiation therapy (IOERT), a home health/hospice program, a
breast health program and a community education program. Nutritional services, social services, pastoral
care, and an oncology certified pharmacist are available on site to work with patients and their families.
Clinical research trials are also available through the Chiidren’s Oncology Group {COG), the Eastern
Cooperative Oncology Group {ECOG) and the Gynecologic Oncology Group (GOG).

Christ Medical Center offers cancer focused hospice care and free seminars open to the public. A specially
trained oncology nutritionist sees patients in the medical center and those undergoing outpatient
treatment. The palliative care team works closely with physicisns and patients to provide comfort,
communication assistance and assess patients’ physical needs to enhance their quality of life at any stage
of iliness. In addition, there is an on-site American Cancer Society patient representative and a Gilda's
Club satellite location.

Heart Disease
Advocate Heart Institute at Christ Medical Center is lllinois’ most comprehensive center for heart care. The

Heart Institute offers a full range of treatments and programs including preventative, diagnostics, ciinical
trials, heart transplants and rehabilitation services. Rehabilitation plays a key rofe in recovery from a heart
attack or heart surgery. The goal of the comprehensive cardiac rehabilitation program is to help patients
regain strength and imprave their health and quality of life after a heart attack or heart surgery. The Heart
Institute has been certified by the American Association of Cardiac and Puimonary Rehabilitation.

Christ Medical Center offers a series of community health classes that increase awareness of heart
disease and suppaort individuals in their journey to better heart health. A varisty of support groups are
also provided that encourage healthy heart care in the community. The Live from the Heart program, a
partnership between Chicago’s Museum of Science and Industry and Christ Medical Center, educates
high school students about heart heaith through live interactive heart surgeries provided through video
monitoring in a classroom. The interactive program also heips to foster interest in the health sciences.

Hypertension and Cerebrovascular Disease

Hypertension is a known risk factor for cerebrovascular disease {stroke), Advocate Christ Medica!

Center Neurosciences Institute is a comprehensive stroke center accredited by Det Norske Veritas (DNV)
Healthcare, Inc. As one of the busiest stroke centers in the Chicagoland area, the medical center treats
mare than 900 new stroke patients each year. Because the stroke team sees such a large volume and
variety of stroke cases, the physicians have the skills and experience to treat all ievels of stroke cases,
especially in managing past stroke recovery and rehabilitation. The Neurosciences Institute’s community
education programs include health fairs, community lectures and educational partnerships with focal
schools. The institute also hosts monthly community stroke support groups. - :
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Approval of CHNA by Governing Council

Christ Medical Center's Governing Council received a written executive summary as well as a presentation
of findings and recommaendations for priority health needs at the October 27, 2018, Governing Council
meeting. The Governing Council was sent a link to the full CHNA report on November 14, 2016, along

with an electronic ballot. After reviewing the document, each member returned a ballot indicating

formal approval of the CHNA report. Christ Medical Center's CHNA report was formally approved by the
Governing Council an November 27, 2016,
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V. implementation Planning

While the full implementation plan for addressing the medical center’s three priarities will be posted in
2017, this section reviews the goal, potential strategies, and potential parthers for each of the health needs
as well as a plan for disseminating information about the CHNA to the community.

Priority Area: Social Determinants of Health - Violence

Goal: Reduce violence and increase awareness of violence prevention in the primary service area.

Potential Strategies:

+ Expand partnership with CeaseFire to implement an evidence-based model that addresses violence
prevention in PSA communities.

. Work with the Health Impact Coliaborative of Cook County to identify resources to support violence
prevention strategies.

« Collaborate with Chicago Safe Start to support and offer programs that raise awareness regarding
violence and its impact on children in the community.

Priority Area: Asthma

Goal: Reduce the incidence of uncontrolled asthma amaong adufts and children within Christ Medical
Center's primary service area.

Potential Strategies:

+ Partner with Metropolitan Tenant Organization on the Healthy Homes Initiative for children
and asthma.

. Collaborate with clinical staff in inpatient medical center units and ED to improve disease
self-management skills for patients and families with asthma.

« Collaborate with the Children’s Hospital to provide the “Kickin' Asthma” education program
in high risk schools in the medical center's PSA.

Priority Area: Diabetes

Goal: Reduce incidence of disbetes in communities that have the highest SocioNeeds Index — Auburn
Gresham, Chicago Lawn, Brighton Park, and West Englewood.

Potential Strategies:

» Implement the National Diabetes Prevention Program {DPP) Prevent T2 in community areas in
partnership with community based organizations and faith communities.

- Work to establish Christ Medical Center as a designated diabetes prevention program approved site by
collaborating with clinical diabetes education team.

+ Increase community educational oppartunities to support diabetes self-manage ment skills.
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VI. Community Feedback Mechanism

Thank you for reading this CHNA Report. We weicome your feedback regarding the report. if you would
like to comment on this report, please click on the link below to complete a CHNA feedback form. We will

respond to your questions/comments within thirty days. Your comments will also be considered during
our next CHNA assessment cycle. hitp:/www.advocatehealth.com/chnareportfeedback

if you experience any issugs with the link to our feedback form or have any other questions, please click

below to send an email to us at: AHC-CHNAReportCmtyFeedback@advocatehealth.com

This repart can be viewed online at Advocate Health Care’s CHNA Report webpage via the following tink:
http://www.advocatehealth.com/chnareports

A paper copy of this report may also be requested by contacting the Christ Medical Center's Cammunity

Health Department.

Other Communication and Feedback Opportunities

in addition to the opportunity to provide feedback through the means described above, Advocate Christ
Medical Centsr also plans to communicate the CHNA findings and preliminary implementation plans, as
available, to the community through the following:

. Auburn Gresham Community Development Corporation ~ Presentation to be provided to Auburn
Gresham Community Development Corporation Board members at its second quarter 2017 meeting.

« Oak Lawn Community Partnership - Presentation to interested Oak Lawn residents in April 2017.
. Christ Medical Center Health Rotary - Presentation to medical center’s Health Rotary in May 2017.
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Vil. Appendices

Appendix 1: 2014-2016 Community Health Needs Assessment Data Sources
(All data and website links were verified as of the date of Governing Council appraval.]

Primary Sources
Advocate Christ Medical Center, Finance Department, 2016.
Advocate HMealth Care Strategic Planning Department, 2016,

Heaith Impact Collaborative of Cook County, Community Health Needs Assessment, South Region, Surveys
and Focus Groups for the South Region, 2016.

Secondary Sources

American Stroke Association, May 2016.
http:f'lwww.strokeassociation.org/STROKEORG/LifeAﬂerStroke/HaaithyLivingAﬂerStrokel
UnderstandingRiskyConditions/Blood-Pressu re-and-Stroke_UCM_310427_Article.jsp#.WA-P7YrR_mU

CeaseFire: A Public Health Approach to Reduce Shootings and Killings by Nancy Ritter, NI/ Journal, 2008.
https:/fwww. nejrs.gov/pdffiles 1/nij/228386.pdf

Centers for Disease Contro! and Prevention, 2015.
http:/Avww.cdc.gov/nchs/dataffactsheets/factsheet_health_insu rance.htm

Centers for Disease Contro! and Prevention, 2016.
http:/www.cdc.govich ronicdisease/resources/publications/aag/diabetes.htm

Centers for Disease Control and Prevention, Social Determinants of Health, 2014
www.cdc.gov/nchhstp/socialdeterminantsffaq

Health impact Collaborative of Cook County, Community Health Needs Assessment, South Region, 20186.
httpy//fheatthimpactce.org/reports2016/

The following date sources were accessed through the Heaith Impact Collaborative of Cook County data:

Centers for Disease Control and Prevention Behavioral Risk Factor Surveillance System, 2012-2013.
hitp:/iwww.cde.gov/brissfindex.html '

Chicago Department of Public Health data, 2009-2013.
http://www.cityofchicago.org/city/en/depts/cdph.htm!

Hlinois Department of Public Health data, 2012.
hitp:/Mmww.idph.state.il.us

Healthy Communities Institute (HCl), a Xerox Company, 2016, accessed via a contract with Advocate Health
Care. Website unavailable to the public. The following data sources were accessed through the
HCI portal:

American Community Survey, 2010-2014.
http:/factfinder.census.gov/faces/navijsf/pagesfindex.xhtml

American Lung Assaciation, 2010-2013. http:/fwww.stateoftheair.org/2015/states/?referrer=http//
admin.advocatehealth.thehcn.net/madules.php?op=modload&name=NS-indicator&file=indicator&i

id=17946037

American Journal of Public Heaith, April 2010,
https://www.coioradocolIege.eduldotAsserj50939f0e-9490~42d2-a791-80d0f09de17f,pdf

Centers for Disease Contral and Prevention Diabetes Data and Statistics, 2012.
http:/fwww.cde.gov/diabetes/atlas/countydata/atlas.html

Claritas, 2016. Website unavailable to public.
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Hlinois Behavioral Risk Factor Surveilance System, 2013. http://app.idph.stats.il.us/brfss/

lllinois Hospital Association, COMPdata, 2009-2016. Data unavailable to public.
lllinois Department of Public Health Death Rates, 2010-2011. http/Aww.idph.state.il.us

llinois Department of Public Health, lllinois State Cancer Registry, Neilson Demographics, 2010, Public
Dataset, March 2016. http://www.idph.state.il.us

llinois Legal Aid, 20186.
https://www.illinoislegalaid.org/legal-information/federal-poverty-guidelines

Kaiser Family Foundation, Key Facts on Health and Health Care by Race and Ethnicity, June 2016,
www.kff.org

National Heart, Lung, and Blood !nstitute, August 2014.
https:/fwww.nhibi.nih.gov/health/health-topics/topics/asthma

Truven Insurance Coverage Estimates, 2016.

US Census, American Community Survey, 2008-2012.
http://www.census.gov

US Department of Health and Human Services, Office of Minority Heaith, 2016.
http://www.minorityhealth.hhs.gov/omh
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